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STRATEGY FOR ASSESSING AND IMPROVING THE QUALITY
OF MANAGED CARE SERVICES OFFERED UNDER RITE CARE

This document describes the State of Rhode Island’s strategy for quality assessment and
performance improvement for its managed health care programs for low-income
populations. First, a brief history of the programs is presented to provide an appropriate
context for quality assessment and performance improvement. Second, an overview of
Federal requirements for quality improvement and performance assessment is delineated.
Third, the components of the State’s strategy are described. Finally, the process the State
used to obtain the input of recipients and other stakeholders in the development of the
strategy and to make the strategy available for public comment.
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CHAPTER 1

HISTORY OF RITE CARE AND RITE SHARE

In November of 1993, the State of Rhode Island was granted a Section 1115 waiver (11-
W-00004/1) to develop and implement a mandatory Medicaid managed care
demonstration program called Rlte Care. Rlte Care, implemented in August 1994, has
the following general goals:

e To increase access to and improve the quality of care for Medicaid families

e To expand access to health coverage to all eligible pregnant women and all
eligible uninsured children

e To control the rate of growth in the Medicaid budget for the eligible
population

Rlte Care was designed for the following groups to be enrolled in licensed health
maintenance organizations (HMOs, or Health Plans):

e Family Independence Program (FIP)* families
e Pregnant women up to 250 percent of the Federal poverty level (FPL)

e Children up to age 6 in households with incomes up to 250 percent of the FPL
who are uninsured

Rlte Care has been expanded six times, with Federal approval, as follows:

e Effective March 1, 1996, to expand to children up to age 8 in households with
incomes up to 250 percent of the FPL who are uninsured

e Effective May 1, 1997, to expand to children up to age 18 in households with
incomes up to 250 percent of the FPL who are uninsured

e Effective November 1, 1998, to expand to families with children under age 18
including parents and relative caretakers with incomes up to 185 of the FPL
(expansion under Section 1931 of the Social Security Act)

e Effective July 1, 1999, to expand to children up to age 19 in households with
incomes up to 250 percent of the FPL

! Originally Aid to Families with Dependent Children (AFDC) and, then, Temporary Assistance to Needy
Families, FIP is Rhode Island’s program for the TANF-eligible population.
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e Effective December 1, 2000, to transition children in temporary foster care
placements from fee-for-service Medicaid to Rlte Care on a voluntary basis

e Effective January 29, 2003, to enroll the following groups of children with
special health care needs in Rlte Care Health Plans on a mandatory basis:

- Blind/disabled children (eligible for Supplemental Security Income, or
SSl) up to age 21

- Children eligible under Section 1902(e)(3) of the Social Security Act
(“Katie Beckett” children) up to age 18

- Children up to age 21 receiving subsidized adoption assistance

With respect to the latter groups, the State does not plan to enroll into Rlte Care Health
Plans children who live in institutional long-term care facilities or children who currently
participate in the Department of Mental Health, Retardation and Hospitals (MHRH)
Mental Retardation, Developmental Disabilities waiver program. The State does plan,
however, to offer voluntary enrollment in Rlte Care-participating Health Plans to SSI-
eligible adults whose children are enrolled in Rite Care.?

The May 1997 and July 1, 1999 expansions, because they were implemented after March
15, 1997, qualified as eligible Medicaid expansions under Title XXI (State Child Health
Insurance Program, or SCHIP) of the Social Security Act. By a Section 1115 waiver
approval, effective January 18, 2001, Section 1931 parents and relative caretakers from
100 to 185 percent and pregnant women between 185 and 250 percent of the FPL were
covered under Title XXI. It should be noted that the State received approval on January
5, 1999 to expand SCHIP coverage to children under age 19 in households with income
up to 300 percent of the FPL. The State has not yet implemented that approved waiver
amendment and has no immediate plans to do so due to budgetary constraints.

Effective April 17, 2003, a separate child health insurance program was approved under a
SCHIP State Plan Amendment (SPA) for SCHIP coverage for unborn children from
conception to birth with family income up to 250 percent of the FPL. This allows the
State to provide comprehensive coverage for pregnant women who are aliens who would
not be otherwise eligible for Federal financial participation (FFP).

In addition to these covered populations, the Rlte Care Health Plans must make coverage
available to certain State-funded or "buy-in" groups who pay 100 percent of the
applicable premium; the first group’s premiums are supplemented by State-only funds:

. Pregnant women who are uninsured whose household income is between
250 and 350 percent of the FPL

% The State believes that if parents and children are covered by the same health care delivery system, it will
improve access to needed health care for both parent and child, and will ultimately improve health
outcomes.
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o Children who are uninsured whose household income is in excess of 250
percent of the FPL

. Licensed family child care providers and their children under age 18

Health Reform Rhode Island 2000 was signed into law on July 1, 2000. The legislation
included the following components, each of which advances the larger goal of ensuring
that all Rhode Islanders have access to affordable health care:

e Part 1 - Directing the Rhode Island Department of Human Services (DHS) to
stabilize the Rlte Care program by targeting resources to those most in need of
coverage — low-wage families without access to affordable coverage, through:

- Authorizing DHS to establish eligibility requirements for Rlte Care to
deter substitution (i.e., a waiting period for new applicants who were
enrolled in employer-sponsored insurance (ESI) within six months prior to
application)

- Establishing cost-sharing requirements for certain Rlte Care-eligible
populations to promote both responsible utilization of health care services
and development of additional disincentives for substitution

- Requiring mandatory participation in Rlte Share of eligible individuals
and families who have access to ESI. Rlte Share is the premium
assistance program created by the statute to support employees in
purchasing or retaining ESI. (This has been implemented under a separate
Section 1906 Medicaid State Plan Amendment.)

e Part 2 — Reforming the health insurance marketplace to conform with the Health
Insurance Portability and Accountability Act (HIPAA) of 1996, stabilize
premiums in the small group market by compressing rate bands, and guarantee
issue of a basic health plan

e Part 3 — Establishing new financial reserve requirements for health insurance,
consistent with the recommendations of the National Association of Insurance
Commissioners (NAIC)

The passage of Part 1 of the Health Reform Rhode Island 2000 represented a significant
and important consensus among the Governor and leaders in the General Assembly —
Rlte Care must be consistent with its original mission to provide coverage to the truly
uninsured and migration from ESI to Rite Care should be deterred. The Governor and
General Assembly were also clear that if the Rite Care caseload and cost growth are not
controlled by Part 1 of the statute, a State roll-back of eligibility expansions currently in
place for working families, particularly the Section 1931 expansion implemented in 1998
for parents and relative caretakers whose incomes are above TANF levels, will be
considered.
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The Section 1115 SCHIP demonstration waiver noted above enables Rhode Island to
receive an enhanced Federal Medical Assistance Percentage (FMAP)® for those parents
and relative caretakers and pregnant women up to the State’s SCHIP allotment.

Rlte Share was implemented in February 2001 by signing up “participating employers”
on a voluntary basis. Even though active marketing occurred, participation of employers
was limited. RIte Share is a premium assistance program that helps families obtain or
maintain health insurance coverage through their employer (or spouse’s employer). Rlte
Share pays for all or part of the employee’s share of the family premium and also pays
for co-payments, deductibles, and Medicaid-covered services not covered by the
employer’s health plan. In January 2002, DHS began paying participating employees’
premium share amounts directly to the employees without employers having to sign up
and participate in Rlte Share. At the same time, enrollment in Rlte Share became
mandatory for Medicaid-eligible individuals whose employers offered an approved health
plan.

Rlte Share has some characteristics that set it apart from other States’ employer-subsidy
programs. Rhode Island instituted unique features to streamline the administration of the
program and maximize enrollment, including qualifying almost all health insurance plans
offered in the current Rhode Island market as eligible for participation in the program,
providing Medicaid benefits and co-payments not covered in an enrollee’s ESI coverage
once he or she is enrolled in Rlte Share, and using an aggregate cost-effectiveness test
(employer-based rather than family-specific). Rhode Island also initiated a Business
Advisory Committee and has an active consumer advisory group that provides feedback
on key elements of the program.

In addition, since January 1, 2002, all families in Rlte Care or Rlte Share have been
required to pay a portion of the cost of the premiums for their health insurance coverage
if their income is above 150 percent of the FPL.

The initial period for the Section 1115 Medicaid waiver for Rlte Care was August 1,
1994 to July 31, 1999. On September 17, 1998, the State was notified that its request to
extend the waiver period through July 31, 2002 had been granted. On July 29, 2002, the
State was notified that its request to extend the waiver period through July 31, 2005 had
been granted. The Section 1115 SCHIP waiver period is September 1, 2001 through
January 17, 2006.

® For Federal Fiscal Year 2005, the FMAP for Rhode Island for SCHIP is 68.77 percent compared to an
FMAP for Rhode Island for Medicaid of 55.38 percent.
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CHAPTER 2

OVERVIEW OF FEDERAL QUALITY ASSESMENT AND
PERFORMANCE IMPROVEMENT REQUIREMENTS

This chapter describes the various Federal quality assessment and performance
improvement requirements applicable to Rlte Care, including:

Medicaid Managed Care Final Regulations

Medicaid External Quality Review Final Regulations
Waivers and Special Terms and Conditions

SCHIP Quality Requirements

Each set of requirements is described in separate sections below. Detailed descriptions of
these requirements are provided in Appendix A to this strategy document.

2.1 Medicaid Managed Care Final Regulations

Except for those Federal legal requirements specifically waived in the approval letter for
the demonstrations, the State must meet all other applicable, Federal legal requirements.
Salient requirements include those contained in the June 14, 2002 Final Rule
implementing the managed care provisions of the Balanced Budget Act of 1997 (BBA)*.
States had until June 16, 2003 “to bring all aspects of their managed care programs (that
is, contracts, waivers, State plan amendments and State operations) into compliance with
the final rule provisions.”

This strategy document is essentially a required element of the June 14, 2002 Final Rule.
Specifically, Subpart D of the Final Rule “implements section 1932(c)(1) of the Act and
sets forth specifications for quality assessment and performance improvement strategies
that States must implement to ensure the delivery of quality health.” It also establishes
“standards” that States and Health Plans must meet. Section 438.204 of the Final Rule
delineates the following minimum elements of the State’s quality strategy:

e Health Plan “contract provisions that incorporate the standards specified in this
subpart”

e Procedures that:

- Assess the quality and appropriateness of care and services furnished to all
Medicaid recipients enrolled in Health Plans

* Federal Register, 67(115), June 14, 2002, 41094-41116. The BBA also created the State Children’s
Health Insurance Program (SCHIP).
® Ibid., 40989.
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- Identify the race, ethnicity, and primary language spoken of each enrollee

- Monitor and evaluate Health Plan compliance with the standards regularly
Arrangements for annual, external independent reviews of the quality outcomes
and timeliness of, and access to, the services covered under each Health Plan

contract

Appropriate use of intermediate sanctions, at a minimum, to meet Subpart | of the
June 14, 2002 Final Rule

An information system that supports initial and ongoing operation and review of
the State’s quality strategy

Standards, at least as stringent as those in Subpart D, for access to care, structure
and operations, and quality measurement and improvement

2.2 Medicaid External Quality Review Final Regulations

On January 24, 2003, the Centers for Medicare & Medicaid Services (CMS) published an
external quality review (EQR) Final Rule in the Federal Register to implement Section
4705 of the BBA.® The effective date of this Final Rule is March 25, 2003 and provides’:

“Provisions that must be implemented through contracts with MCOs, PIHPs, and
external quality review organizations (EQROs) are effective with contracts
entered into or revised on or after 60 days following the publication date. States
have up until March 25, 2004 to bring contracts into compliance with the final
rule provisions.” (emphasis added)

The basic requirements of the January 24, 2003 Final Rule are as follows:

EQRO Must Perform an Annual EQR of Each Health Plan — The State must
ensure that: “a qualified external quality review organization (EQRO) performs an
annual EQR for each contracting MCO.”®

EQR Must Use Protocols — The January 24, 2003 Final Rule stipulates how the
EQR must be performed. It should be noted that this includes the requirement®
that “information be obtained through methods consistent with the protocols
established under § 438.352.”

® Essentially Section 1932(c) of the Social Security Act.
” Federal Register, 68(16), January 24, 2003, 3586.

8 42 CFR 438.350(a).

° 42 CFR 438.350(e).
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EQR(O) Must Produce A Detailed Technical Report — The January 24,
2003 Final Rule requires™ that the EQR produce a “detailed technical report”
that “describes the manner in which the data from all activities conducted in
accordance with 8 438.358 were aggregated and analyzed, and conclusions
were drawn as to the quality, timeliness, and access to the care furnished by
the MCO or PIHP.”

States Must Perform Mandatory EQR Activities — The January 24, 2003
Final Rule distinguishes between “mandatory” and “optional” EQR-related
activities.  Apart from the required *“detailed technical report”, the
“mandatory” activities include*:

- Validation of performance improvement projects
- Validation of MCO performance measures reported
- Review to determine the MCQO’s compliance with standards

It would appear that, at a minimum, the “detailed technical report” must be
prepared by an EQRO. Other “mandatory” EQR activities need not be
performed by an EQRO, although enhanced FMAP is not available unless an
EQRO performs them®?.

“Optional” activities'® include:

- Validation of encounter data

- Administration or validation of consumer or provider surveys of
quality of care

- Calculation of additional performance measures**

- Conduct of additional quality improvement projects®

- Conduct of studies that focus on a particular aspect of clinical or non-
clinical services at a point in time

Table 2-1 shows these obligations in tabular form.

1942 CFR 438.364.

142 CFR 438.358(b).

12 Federal Register. Op. Cit., 3611.

13 42 CFR 438.358(c).

¥ Any “additional” performance measures must be validated by an EQRO.

> Any “additional” performance improvement projects must be validated by an EQRO.
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Table 2-1

EXTERNAL QUALITY REVIEW (EQR) ACTIVITIES

.. T Must Be Performed by
Activity Mandatory Activity EQROY
Prepare detailed technical 18
report Yes Yes
Va}lldatlon of perfor_mance Yes NoO
improvement projects
Validation of MCO
performance measures Yes No
reported
Review to determine MCO Yes NoO
compliance with standards
Validation of encounter No NoO
data
Administration or validation
of consumer or provider No No
surveys of quality of care
Calculation of additional
No No
performance measures
Conduct of additional
quality improvement No No
projects
Conduct of studies that
focus_op a particular aspect No No
of clinical or non-clinical
services at a point in time

2.3 Waivers and Special Terms and Conditions

The waivers approved by CMS, which have allowed the State to operate Rite Care (and,
now, Rlte Share), are actually waivers of specific provisions of the Social Security Act
(Act). These waivers include ones to permit the State to receive Federal funds “not
otherwise matchable” except under the authority of Section 1115 of the Act. For
Medicaid, this provides Federal matching for the expansion populations. For SCHIP, this
provides Federal matching for eligible parents and relative caretakers as well as eligible
pregnant women.

18 Defined as “mandatory” under the January 24, 2003 Final Rule.

17 According to the provisions of the January 24, 2003 Final Rule.

18 Not listed in the Final Rule as a “mandatory” activity in 42 CFR 438.358(b), but “required” by 42 CFR
438.364.
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The approval of these waivers and Federal matching is contingent upon the State’s
compliance with Special Terms and Conditions (STCs). These STCs also delineate the
“nature, character, and extent of anticipated Federal involvement” in the demonstration.
Demonstration is highlighted because Rlte Care is a “demonstration project,” according
to the DHHS approval letter™.

The STCs contain a number of elements germane to quality assessment and performance
improvement, as follows:

e Encounter Data Requirements — The State must have an encounter data
“minimum data set,” and must perform “periodic reviews, including validation
studies, to ensure compliance.” The State must have a “plan for using encounter
data to pursue health care quality improvement.” This plan must, at a minimum,
focus on:

- Childhood immunizations

- Prenatal care and birth outcomes

- Pediatric asthma

- One additional clinical condition to be determined by the State based on
the population(s) served

e Quality Assurance Requirements — The State must fulfill the following quality
assurance requirements:

- Develop a methodology to monitor the performance of the Health Plans,
which, will include, at a minimum, monitoring the quality assurance
activities of each Health Plan

- Contract with an external quality review organization (EQRO) for an
independent audit each year of the demonstration

- Establish a quality improvement process for bringing Health Plans that do
not meet State requirements up to an acceptable level

- Collect and review quarterly reports on complaints and grievances
received by the Health Plans, and their resolution

- Conduct by the EQRO of a focused study of emergency room services,
including inappropriate emergency room utilization by Rlte Care enrollees

- Require, by contract, that Health Plans meet certain State-specified
standards for Internal Quality Assurance Programs (QAPS) as required by

19 The most recent version of the approval letter with both the waivers and the STCs explicated is April 16,
2003.
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42 CFR 438.240 and monitor on a periodic basis each Health Plan’s
adherence to these standards

e General Administrative/Reporting Requirements — The State is required to
report quarterly and annually in writing to CMS on®:

- Events affecting health care delivery, the enrollment process for newly-
eligible individuals, enrollment and outreach activities, access, complaints
and appeals, the benefit package, quality of care, access, financial results,
and other operational and policy issues

- Utilization of health services based on encounter data, including physician
visits, hospital admissions, and hospital days

These STCs have remained basically the same since Rlte Care was first implemented in
1994,

2.4 SCHIP Quality Requirements

SCHIP, too, has quality requirements. Specifically, 42 CFR 457.495 addresses “access to
care and procedures to assure quality and appropriateness of care?’. The State SCHIP
Plan must describe how it will assure:

e Access to well-baby care, well-child care, well-adolescent care, and childhood
and adolescent immunizations

e Access to covered services, including emergency services

e Appropriate and timely procedures to monitor and treat enrollees with
chronic, complex, or serious medical conditions, including access to an
adequate number of visits to specialists experienced in treating the specific
medical condition and access to out-of-network providers when the network is
not adequate for the enrollee’s medical condition

e That decisions related to the prior authorization of health services are
completed in accordance with the medical needs of the patient, within 14 days
after receipt of a request for services, with an extension possible under certain
circumstances, and in accordance with State law??

% Three quarterly and one annual report are required to be submitted to CMS. All reports can be combined
Medicaid and SCHIP reports.

2! Federal Register, 66(8), January 11, 2002, 2666-2688.

%2 Federal Register, 66(122), June 25, 2001, 33810-33824.
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CHAPTER 3

COMPONENTS OF RHODE ISLAND’S QUALITY ASSESMENT
AND PERFORMANCE IMPROVEMENT STRATEGY

From the very beginning of Rlte Care, the State has taken to heart the fact that it is a
demonstration initiative. DHS developed a plan for monitoring®® Rlte Care Health Plans
early on. The plan included the following mechanisms for monitoring 12 areas of Health
Plan operations:

Annual Site Visit Protocol

Disenrollment Grievance Log

Informal Complaints and Grievance and Appeals Log
Primary Care Provider (PCP) Survey

Enhanced Services Report

MMIS Special “Runs”

Member Satisfaction Survey

Self-Assessment Tool For Health Plan Internal Quality Assurance Plan
Compliance With HCQIS

Access Study Format

PCP Open Practice Report

Other Provider Report

Financial Reporting Requirements

Third-Party Liability Report

This strategy document supersedes the subject plan for monitoring with respect to
quality.

The State also crafted and has implemented an extensive research and evaluation program
to determine how well Rlte Care has done in accomplishing its goals. In fact, research
began before Rlte Care was actually implemented in order to have some baseline data for
comparison with demonstration results.

3.1 Principles Forming The Foundation Of Rhode Island’s Quality Strategy

As with the earlier monitoring plan, principles have been developed to frame the strategy
as follows:

% The latest version is: Birch & Davis Health Management Corporation. Plan For Monitoring Rite Care
Health Plans, August 1996.
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Principle 1: The strategy must embrace the unique features of the
program while fulfilling the Federal requirements — Chapter 2 described
the Federal requirements applicable to the demonstration with respect to
quality assessment and performance improvement. The strategy must
incorporate all of the requirements in order to comply fully with the
regulations and STCs. Yet, the strategy must make sense given the features
of Rlte Care®®, what the State has been attempting to accomplish, and how it
has been assessing accomplishments.

Principle 2: The strategy must build on, not duplicate or supplant, other
requirements — The service delivery system for Rlte Care does not exist in
isolation. The State made a policy decision® in the very beginning that only
State-licensed health maintenance organizations (HMOs) would be allowed to
participate in Rlte Care. HMOs in the State are overseen by the Division of
Facility Regulation (DFR) within the Rhode Island Department of Health
(DOH) and by the Department of Business Regulation (DBR). In Rhode
Island, this also means that the HMOs are accredited by the National
Committee for Quality Assurance (NCQA), since this is a requirement of
State law”®. So, the strategy should build on, not duplicate or supplant these
requirements.

Principle 3: The strategy must recognize and not interfere with the
relationships between the Health Plans and their networks and between
the networks and their patients — Failure to do so could undermine these
relationships, thereby jeopardizing the Health Plans’ ability to maintain viable
operations and Rlte Care as a whole. Nonetheless, quality assessment needs
to include these relationships to assure they are working well and meet all
legal requirements.

Principle 4: The strategy must include, among other things, the
requirements levied on the Health Plans through the contracts between
the Health Plans and the State — Health Plans cannot be held accountable
for operations or performance for which they are not contractually obligated
(or obligated as a matter of law, ethics, or sound business practice) to meet.

 The focus here is RIte Care and not Rite Share, because Rlte Care is the mandatory managed care
program. Rlte Share, while there is mandatory enrollment, does not have mandatory enrollment into a
managed care plan.

> \When Blue Cross and Blue Shield of Rhode Island made a decision to give up its HMO license for CHiP
effective January 1, 2005, the State changed its requirements that non-HMO RIte Care Health Plans must
meet to include NCQA accreditation and certain HMO requirements that plans must under Rhode Island
Department of Health regulations. These requirements are incorporated into the Rlte Care Health Plan
Contract effective January 1, 2005.

% All three MCOs participating in Rlte Care have full, three-year accreditation from NCQA. All three
Health Plans — Coordinated Health Partners (CHiP, or Blue ChiP), Neighborhood Health Plan of Rhode
Island (NHPRI), and United HealthCare of New England (UHCNE) - received an “excellent” designation
from NCQA. Both Blue CHiP and UHCNE have their Medicaid product lines accredited separately by
NCQA and both are Medicare+Choice participating plans (and have their Medicare product lines separately
accredited by NCQA).
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3.2 The Components Of Rhode Island’s Quality Strategy

Using the above principles as a backdrop, the following will constitute the various
components of the strategy for quality assessment and performance improvement. Table
3-1 shows how the various components of the State’s integrated, unified quality strategy.
In order to track compliance with Federal requirements, the table is organized first
according to those minimum elements delineated in the June 14, 2002 Final Rule and
then according to the applicable STCs for the Rlte Care waivers. The mechanisms in the
table are described in detail in Appendix B of this strategy document.
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Table 3-1

COMPONENTS OF RHODE ISLAND’S QUALITY ASSESSMENT AND

PERFORMACE IMPROVEMENT STRATEGY

QUALITY/PERFORMANCE
IMPROVEMENT AREA

MECHANISM

COMMENTS

1. Assess the quality and
appropriateness of care and
services to enrollees

Performance incentive program
Encounter Data System

NCQA information

Member Satisfaction Survey
Complaint, grievance and appeals
reporting

EQRO studies

e  Special studies

e  Contract compliance review

2. Identify the race, ethnicity,
and primary language spoken
of each enrollee

MMIS data

The MCKR 500 reports to the
Health Plans on a monthly basis
the basic demographics of
enrollees.

3. Arrange for annual,
external independent reviews
of the quality and timeliness
of, and access to, the services
covered under each Health
Plan contract

Performance incentive program
Encounter Data System

NCQA information

Member Satisfaction Survey
Complaint, grievance, and appeals
reporting

EQRO studies

Special studies

Contract compliance review

IPRO, the State’s EQRO is
responsible for preparing an
annual, plan-specific detailed
technical report that assesses the
quality, timeliness, and access to
the care furnished by each
Health Plan.

4. Appropriate use of
intermediate sanctions

Contract compliance review

Provisions for levying
intermediate sanctions have
always been a part of the Rlte
Care Health Plan Contract.
Contracts were amended to
incorporate Subpart | of the June
14, 2002 Final Rule
requirements.

6. Standards for Access to
Care, Structure and
Operations, and Quality
Measurement and
Improvement
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6.a. Access Standards

6.a.1 Availability of services

6.a.2 Assurances of adequate
capacity and services

6.a.3 Coordination and
continuity of care

6.a.4 Coverage and
authorization of services

Performance incentive program
Encounter Data System

MMIS data

Risk-share reporting

NCQA information

Member Satisfaction Survey
Complaint, grievance, and appeals
reporting

EQRO activities

Special studies

Contract compliance review

Provider network reporting
NCQA information
Contract compliance review

Complaint, grievance, and appeals
reporting

NCQA information

EQRO activities

Special studies

Contract compliance review

Encounter Data System

MMIS data

Risk-share reporting

NCQA information

Member Satisfaction Survey
Complaint, grievance, and appeals
reporting

EQRO activities

Contract compliance review

As Table 3-2 shows, the State
has quantitative access standards
and has since 1994

As Table 3-2 shows, the State
has quantitative capacity
standards and has since 1994

The State defers principally to
NCQA standards in this area

The State defers principally to
NCQA standards in this area

6.b. Structure and Operation
Standards

6.b.1 Provider selection

6.b.2 Enrollee information

Provider network data

NCQA information

Complaint, grievance, and appeals
reporting

Contract compliance review

Performance incentive program
On-site reviews

NCQA information

Complaint, grievance, and appeals
reporting

Special studies

Contract compliance review

The State defers principally to
NCQA standards in this area

The State defers to NCQA
standards in this area, except for
certain State-specific
requirements to be met in the
contract
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6.b.3 Confidentiality

6.b.4 Enrollment and
disenrollment

6.b.5 Grievance systems

6.b.6 Subcontractual
relationships and delegation

NCQA information

Complaint, grievance, and appeals
reporting

Contract compliance review

MMIS data

NCQA information

Complaint, grievance, and appeals
reporting

Contract compliance review

NCQA information

Annual Member Satisfaction Survey
Complaint, grievance, and appeals,
reporting

Special studies

Contract compliance review

NCQA information

Complaint, grievance, and appeals
reporting

Special studies

Contract compliance review

The State defers principally to
NCQA standards in this area

State requirements must be met
as specified in the contract

The State defers to NCQA
standards in this area, except for
certain requirements that must
be met under State law

The State defers principally to
NCQA standards in this area

6.c. Quality Measurement and
Improvement Standards

6.c.1 Practice guidelines

6.c.2 Quality assessment and
performance improvement
program

6.c.3 Health information systems

NCQA information
Special studies
Contract compliance review

Performance incentive program
Encounter Data System
Complaint, grievance, and appeals
reporting

NCQA information

Special studies

Contract compliance review

Encounter Data System
Risk-share reporting

NCQA information

EQRO activities

Special studies

Contract compliance review

The State defers principally to
NCQA standards in this area

The State defers to NCQA
standards in this area, except for
certain State-specific
requirements to be met under the
contract

The State defers to NCQA
standards in this area, except for
certain State-specific
requirements to be met under the
contract

7. Encounter Data
Requirements

Encounter Data System
EQRO activities

The Encounter Data System has
been used to produce reports
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Special studies
Contract compliance review

since 1998. It is the heart of Rite
Care’s performance incentive
program. It is supplemented by
EQRO studies and special
studies in areas of access and
clinical care interest.

8. Quality Assurance
Requirements

8.a. Methodology to monitor
performance

8.b. Contract with EQRO

8.c. Quarterly reports on
complaints and grievances

8.d. EQRO focused study of
emergency room services

8.e Require that Health Plans
meet certain quality assurance
requirements

All mechanisms

EQRO activities

Complaint, grievance, and appeals
reporting
Contract compliance review

EQRO study

NCQA information
Contract compliance review

Previously, the State had a Plan
for Monitoring Rlte Care Health
Plans. That plan is superseded
by this strategy document with
respect to quality.

EQRO contract was reprocured,
with a contract effective date
ofSeptember 1, 2003..

Complaint, grievance, and
appeals reporting has been in
place since 1994

Study report was submitted to
CMS (HCFA) in 1998.

Contracts were amended to
conform to the Final Rule.

9. General
Administrative/Reporting
Requirements — quarterly and
annual reports

All mechanisms
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Table 3-2 shows those areas where the State has established quantitative standards for
access. Like Table 3-1, the mechanisms in Table 3-2 are described in detail in Appendix

B of this strategy document.

Table 3-2

Quantitative Standards for Access and Mechanisms for Measuring Them

Area

Quantitative Standard

Mechanism for Measuring It

Availability of services

Emergency services are available 24
hours a day, 7 days a week

Make services available immediately
for an “emergent” medical condition
including a mental health or
substance abuse condition

Make treatment available within 24
hours for an “urgent” medical
problem including a mental health or
substance abuse condition

Make services available within 30
days for treatment of a non-
emergent, non-urgent medical
condition, except for routine
physical examinations or for
regularly scheduled visits to monitor
a chronic medical condition for visits
less frequently than once every 30
days

Make services available within five
business days for diagnosis or
treatment of a non-emergent, non-
urgent mental health or substance
abuse condition

Complaint, grievance, and
appeals data

Contract compliance review
Member Satisfaction Survey

Adequate capacity and services

No more than 1,500 Rlte Care members

for any single PCP in a Health Plan

network
No more 1,000 RIte Care members per

single PCP within the team or site

Provider network reporting
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No more than 4,000 members FTE
network mental health provider

No more than 10,000 members per
network psychiatrist

Members may self-refer for up to four
GYN/family planning visits annually or
for STP services, without obtaining a
referral from the PCP

Encounter Data System

Coverage and authorization of
services

Assignment of a PCP within 20 days of
enrollment, if none selected by the
enrollee

For children with special health care
needs, completion of an Initial Health
Screen within 14 days of the effective
date of enroliment

For children with special health care
needs for whom it is applicable,
completion of a Level | Needs Revie